
TOPICS IN PRIMARY CARE MEDICINE

detoxification programs, fewer than 3% have subse-
quently required admission to hospital. But some with-
drawal-related conditions require benzodiazepine seda-
tion in a hospital. Mixed alcohol-drug abuse, a past
history of withdrawal seizures or delirium tremens,
either a pulse rate or Fahrenheit temperature about
100, or the presence of serious intercurrent illness
mandates hospital admission. Rather large doses of
chlordiazepoxide or diazepam normalize these patients'
nighttime sleep and vital signs, while reducing morbid-
ity and mortality.

Although benzodiazepines control acute abstinence
syndromes, these drugs do not improve long-term out-
come of excessive drinkers; relapse rates are similar
in groups chronically treated with benzodiazepines or
placebos. Thus, benzodiazepines are used in hospital
for two to five days to suppress abstinence syndromes,
but are rarely prescribed to outpatient alcoholic pa-
tients, who tend to abuse these drugs.
Among hospital patients, steps 1 through 5 above

need not be deferred until the abstinence syndrome is
fully controlled. A vomiting patient with malaise and
insomnia may be highly motivated to stop drinking;
comfortable and awaiting discharge several days later,
he or she may be much less motivated. Detailed history-
taking, building an alliance, involving the family and ar-

ranging a visit from an AA member can all occur with
the patient ill and in hospital; long-term treatment for
the drinking problem can be initiated well before de-
toxification is completed.

Conclusions
Alcoholism is common, is treatable and has a favor-

able prognosis. Physicians can reliably identify and
evaluate covert cases, providing needed referral or
treatment. But alcoholism may have a chronic course
with remissions and relapses; many patients will have
recurring episodes. Realistically recognizing this course,
physicians may reduce the frequency and severity of
relapses, while promoting and sustaining remissions,
with the protocol outlined here.
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Medical Practice Questions
EDITOR'S NOTE: From time to time medical practice questions from organizations with a legitimate interest in the
information are referred to the Scientific Board by the Quality Care Review Commission of the California Medical
Association. The opinions offered are based on training, experience and literature reviewed by specialists. These
opinions are, however, informational only and should not be interpreted as directives, instructions or policy state-
ments.

Assistant Surgeon for Septorhinoplasty
QUESTION:
Is it necessary to use an assistant surgeon in the performance of a septorhinoplasty?

OPION:
In the opinion of the Scientific Advisory Panels on Otolaryngology/Head and Neck
Surgery and Plastic Surgery, it is not accepted medical practice to use an assistant
surgeon in the performance of a septorhinoplasty.
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